Program

Maine SIM Grant SST - Executive Level Project Plarwith Accountability Targets

SIM Partner Organization: SIM Program Lead/Point for Organization: Randy Chenard Milestone Timeline Risks & Dependencies
Management
Secondary Subcommittee (Key Objective Associated DR  ID# Key Milestones Planning Period Year 1 Year 2 Year 3 Known Risks | Dependency and
Driver Section 7/1/13-9/30/13 10/1/13-9/30/2014 10/1/14-9/30/15 10/1/15-9/30/16 Link to I
PR _DSR DI 10/1/2013 Q1] Q2] Q3] Q4 o1] o2] Q3] Q4] Q1] Q2 Q3 o4 [ o
N/A X | X | X |Objective 1: Manage SIM Governance Process/Structer
PG1 |Develop and facilitate Steering Committee meetauys vViviIivIiIVvIiVvIVIVIVIVIVIVI IV
process
PG2  |Develop and Facilitate Leadership meetings andgsc vViviIivIivIivIiIVIVIVIVIVIVIV
PG3  |Develop and oversee Subcommittee meetings andggoge vViviIivIiIVvIiVIVIVIVIVIVIVI IV
PG4  |Execute Risk/Issue escalation and mitigation proces vViviIivIiIvVvIiVIVIVIVIVIVIVI IV
Planning Period Target: Go Live Target: Year 2 Targets Year 3 Targets:
Establish all governance  |Governance structure developgdanage governance structure|Manage governance structure
groups including membershjand operational at beginning ofand facilitate collaboration and facilitate collaboration
accountabilities, test across stakeholder groups across stakeholder groups
Objective 1: Accountability Targets Year 1 Target
Manage governance structure
and facilitate collaboration
across stakeholder groups
Objective 1: Annual Cost(Aligns with annual budget total's submitted withntract) $ 12,750.00 72,68400 $ 72,684.00 $ 72,684.40
Secondary Subcommittee [Key Objective Associated DR  ID# Key Milestones Planning Period Year 1 Year 2 Year 3 Known Risks [ Dependency and
[brie Section 7/1/13-9/30/13 10/1/13-9/30/2014 10/1/14-9/30/15 10/1/15-9/30/16 Link to ID#
PR DSR DI 10/1/2013 Q1 ‘ Q2 | Q3 ‘ Q| Q1 ‘ Q2| Q3‘ Q4 Ql‘ Q2| QS‘ Q4 10
N/A X | N ‘ + |Obiective 2: Develop, Manage, and adjust SIM Opetional Plan
PG 6 Develop Operational Plan ‘/ ‘/
PG7 Adjust Operational plan ‘/ ‘/ ‘/ ‘/ ‘/ ‘/ ‘/ ‘/ ‘/ \/ ‘/ \/
PG 8 Begin SIM Communication Plan Development ‘/
PG 9 Execute SIM Communications Plan v v v v v v v ‘/ v ‘/ v
PG 10 [ Begin and Execute Risk/Issue Management Proces ‘/ ‘/ ‘/ ‘/ \/ ‘/ \/ ‘/ \/ ‘/ \/ ‘/
PG 11 |Begin and execute SIM status reporting process VivivivivivivIivIivIiv]iv]ivy
Planning Period Target Go Live Target: Year 2 Targets Year 3 Targets:
L » Develop Operational Plan an@perational Plan Approved  [Manage Operational Plan Manage Operational Plan
Objective 2 Accountability Targets: gain CMMI approval Year 1 Target
Manage Operational Plan
Objective 2: Annual Cost $ 17,000.066 13517200 $ 96,912.00 $ 96,912.40
N/A | x | x [x [Objective 3: Manage SIM Project Plans and OveralBudget
PG 12 |Developed required SIM Contracts v vViv| e Y
PG 13 |Require and facilitate the development project iarall v v
SIM partners
PG 14 |Manage project plans, adjust and report as required VivivivivIivIivIivIivIivI Iiv]v
Planning Period Target Go Live Target: Year 2 Targets Year 3 Targets:
Develop integrated project |Project Plan Developed Manage Project Plan Manage Project Plan
Objective 3: Accountability Targets plan Year 1 Target
Manage project plan
Objective 3: Annual Cost(Aligns with annual budget total's submitted withntract) $ 12,750.006 72,68400 $ 72,684.008 72,684.00
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SIM Partner Organization: HealthinfoNet

Maine SIM Grant - Executive Level Project Plan with Accountability Targets

Lead/Point for Organization: Shaun Alfreds, Katie Sendze

Milestone Timeline

Risks & Dependencies

Secondary Driver Subcommittee  (Key Objective |Linkto| ID# Key Milestones Planning Period Year 1 Year 2 Year 3 Known Risks Dependency and Link to ID#|
DRR 7/1/13-9/30/13 10/1/13-9/30/2014 10/1/14-9/30/15 10/1/15-9/30/16
Sectiol
PR [DSR DI 10/1/2013 Q1] Q2] @3] Q4] Q1] Q2] @3] @4 Qi Q o oA [ p#
Data informed policy, X X  |Objective 1: Provide real-time notifications from the HIE to MaineCare and health system Care Managershen MaineCare members are admitted or dischargeffom inpatient and emergency room settings acrosslgrovider organizations connected to
practice, and payment the HIE.
decisions
VLA |[HIN1 Obtain PHI 'Data Release Authorization' witiEH v v Provider site (38 Current provider
VIIl. G participating Providers hospitals) could deny |participants in HIE
\Vi release of PHI
XI.A |HIN2 Establish DAA with MaineCare for PHI access v ) )
HIN 3 Convene MaineCare partners to build data feeds \/ \/ Delay in contract proce|MaineCare contract 1,2
or agreement process and rules
HIN 4 Build and test production of notifications kewlogy v Delay in ability for Dependent on 3
and workflow MaineCare to provide [MaineCare resourc
eligibility data and participation
HIN 5 Implement use of notifications. Work with MaineCare \/ / / / / / / \/ \/ \/ Care manager and MC and provider 4
stakeholders and provider participants to provafgent provider engagement injorg. leadership
and process improvements related to notificatibas t workflow engagement to
supports SIM initiatives. This includes educatitwuat implement new
and related to notifications process and workflow. workflows
Quarterly Accountability Target # of Active users of the Clinical portal 500 | 550 | 555| 575 58§ 60 650 700 750 800
Planning Period Targéf) Go Live TargetAs of October |Year 2 Targetsl) Increase Year 3 Targetsl) Increase
Establishment of a new user clgds 2013, make notifications making notifications available tomaking notifications available tp
of the HIE (originally provider |available to 1,600Medicaid 1,800 Medicaid Provider and |2,000 Medicaid Provider and
based) as a Payors - Starting Withtoviders and Care Managers|Care Managers/Care Care Managers/Care
Medicaid. across the state. Year 1 Targg€oordinators. Coordinators.
. » 2) Create Data Use Argent (DU||crease from 4500 an averagé) INcrease to an average of 6{F) Increase to an average of 800
Objective 1: Accountability Targets for MaineCare, Request of 550 unique provider 9 unique provider organization [unique provider organization
Permissions for Sharing of PHI organization users either users either accessing the ED [users either accessing the ED
with New HIE Participant Class| accessing the ED notifications gptifications or the HIE portal [notifications or the HIE portal
the HIE portal per week. per week. per week.
Objective 1: Annual Cost(Aligns with annual budget total's submitted witmtract $45,616.9 $164,863.6 $195,813.5 $186,674.9
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Secondary Driver Subcommittee  [Key Objective |Link to| ID# Key Milestones Planning Period Year 1 Year 2 Year 3 Known Risks Dependency and Link to ID#
DRR 7/1/13-9/30/13 10/1/13-9/30/2014 10/1/14-9/30/15 10/1/15-9/30/16
Canti
PR [ DSR DI 10/1/2013 Q1 | Q2 | Q3 | Q| @ | Q2 | Q3| Q4 Q1| Qz| Q3| Q4 ID#
Data informed policy, practice, X X |Objective 2: Provide HIT and HIE adoption incentives to up to 20 Behavioral Health provider sites/orgaizations.
and payment decisions
V.A HIN 6 Develop RFP for HIT and HIE adoption incentives ‘/ TSubcommittee start date
VI.A and process
X.A HIN 7 Release the RFP v [y 6
HIN 8 Announce awardees \/ \/ PY 7
HIN 9 Support Quality Measure development and reportiaghe HIE Variable and complex technidaitakeholder
for awardees; Participate in ensuring quality répgmeasures . / / / / \/ ‘/ \/ ‘/ ‘/ ‘/ and process barriers to enablparticipation/consensus,
are defined with feedback from BH providers to gl EHR data for quality reporting  |technology
capacity for submitting discrete data that suppspeecific 11
quality measures as determined by the SIM SteewidgSub
Committees through the statewide HIE.
HIN 10 |RFP Milestone 1: EHR purchase, implementation nuiptition,
and/or upgrade - $35,000 per awardee . / / / / \/ ‘/ \/ ‘/ ‘/ ‘/
HIN 11 |[RFP Milestone 2: Active interfaces with the statisvHIE- Legal risks: 1) 42 CFR-Part 2Provider technology
$10,000 per awardee . ‘/ ‘/ ‘/ ‘/ ‘/ ‘/ \/ ‘/ ‘/ ‘/ limitations as it relates to MH [resources beyond the
integration, provider side grant, patient education fo
patient education to opt-in to [opt-in
their MH data 2) Contract
timelines and delays for
participation
HIN 12 |RFP Milestone 3: Quality Reporting/eMeasuremert wie HIE: ‘/ \/ \/ \/ Barriers to data integration arfBidirectional data
$25,000 per awardee interoperability integration, provider
participation, patient's 12
opting-in
Quarterly Accountability Target Amount of money of milestones paid out $700,00¢ $200,000 $500,000
Quarterly Accountability Target Number of participating Organization 20 [ 20 | 20 | 20 | 20 | 20| 20 | 20 | 20| 20|
Planning Period Target Go Live TargetRFP requirements |Year 2 Targets Year 3 Targets:
Establishment of Data Infrastructur¢prepared for presentation to DIS. (20 organizations have access to thall 20 organization's participating i
Subcommittee (DIS) charge and  |Year 1 Targets20 Behavioral healtfHIE portal and notifications and  [e-quality measurement using the data
hip. Determine p: rgamzation%demonstrate live usgmilestone 2 incentive delivered. |submitted to the HIE and milestong 3
for behavioral health participation inof EHR and milestone 1 incentive incentive delivered.
the incentive program based on delivered.
Objective 2 Accountability Targets: expectations of EHR adoption and
capability to participate in data
activities in years 2 and 3. Draft RFIP
for presentation to the DIS in Octobfr.
Objective 2: Annual Cost (Aligns with annual budget total's submitted wétintract] $46,764.58 $957,058.30 $632,670.05 $478,837.61
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Secondary Driver Subcommittee  |Key Objective | Linkto | ID# Key Milestones Planning Period Year 1 Year 2 Year 3 Known Risks Dependency and Link to ID#
o 7/1/13-9/30/13 10/1/13-9/30/2014 10/1/14-9/30/15 10/1/15-9/30/16
PR |DSR DI 10/1/2013 Q1] Q2] 03] Q4] Q1] Q2] @3] o4 Q1 Q@ of o4 ID#
Data informed policy, practice, Objective 3: Provide Health Information Exchange acess to Behavioral Health providers
and payment decisions;
Improved continuum of care X X
V.A  [HIN 13 [HIN will create access to the HIEear 1: HIE B v v | v Legal risks: 1) 42 CFR-Part 2 Provider technology
VI.A access, up to 10 year 1 limitations as it relates to resources beyond the
: ' Mental Health integration. | grant, patient educaticf
X.A provider side patient educaticfy, o in
XI.A to opt-in to their MH data 2)
Contract timelines and delay
for participation
HIN 14 | Year 2: HIE access, up to 15 year 2 / / / /
HIN 15 |Year 3: HIE access, up to 15 year 3 ‘/ ‘/ ‘/ ‘/
HIN 16  |HIN will bi-directionally connect up to 10 organtimns to the
HIE over three years: . / / / 13
Year 1: Connect up to 5 bi-directional HIE sites
HIN 17 |Year 2: Connect up to 7 bi-directional HIE sites v v v v 16
HIN 18 [|Year 3: Connect up to 10 bi-directional HIE sites ‘/ ‘/ ‘/ ‘/ 17
HIN 19 [Provide Clinical Quality Measurement as develope@bjective 12,16,17,1
2 to participating sites through HIE tools. ‘/ \/ \/ \/ 8
Quarterly Accountability Target Number of sites 1 3 5 5 5 6 7 7 8 9 10
Planning Period Target Go Live Target: Year 2 Targets Year 3 Targets:
Establish HIE participant agreemenfRFP requirements prepared for [Up to 7 sites go live with bi- Up to 10 sites go live with bi-
parameters for new BH HIE presentation to DIS. directional HIE participation. directional HIE participation.
Objective 3: Accountability Targets participants. Determine RFP Year 1 Targets:
requirements for presentation to DI$Up to 5 sites go live with bi-
in October for approval. directional HIE participation.
Objective 3: Annual Cost(Aligns with annual budget total's submitted witntract) $ 64,968.90% 478,771.10 $ 569,067.85 $ 590,673.41
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Secondary Driver Subcommittee  |Key Objective | Linkto | ID# Key Milestones Planning Period Year 1 Year 2 Year 3 Known Risks Dependency and Link to ID#
o 7/1/13-9/30/13 10/1/13-9/30/2014 10/1/14-9/30/15 10/1/15-9/30/16
PR [DSR DI 10/1/2013 Q1] Q2] 03] Q4] Q1] Q2] @3] o4 Q1 Q@ of o4 ID#
Da;a Informeddpo\iC_y‘ practice Objective 4: Provide a clinical dashboard to Maine@re from the HIE enabling MaineCare to clinically monitor MaineCare members’ health care utilization and outcomes at the population and individual levelDevelop and deploy real-time discrete data
and payment decisions X lfeeds for MaineCare Prescription data to HIN.
V.A HIN 20 |Collaborate with MaineCare to develop and define specifisd \/ / / °
VI.A Case” for MaineCare staff to access PHI through the [HIN
dashboard.
HIN 21 |[Send letters to all HIN provider participants informing rihef . . . . Provider participants of the [Communication support
the project and requesting approval for sharing PHI with HIE could deny their with MaineCare as a
MaineCare; confirm approval from each participant for thisej authorization to support the - (partner.
Case” PHI release. Use Case for PHI release to
MaineCare.
HIN 22 [Clinical Dashboard: / / Current unknown data
Meet with stakeholders during the pre-testing pbtio requirements and
demonstrate current functionality and identify aodfirm questions associated are 1,2,3
specific analytic needs that might be met by Hitlksa undetermined at this tim
warehouse.
HIN 23 |Develop recurring meetings (quarterly) with appiater SIM
teams to evaluate measures, address data defesieadjust \/ \/ \/ \/ \/ \/ \/ \/
metrics etc.
HIN 24 |Develop and deploy the Dashboard:  The dashboard will be
/ / / / / / / / dependent upon the
monthly submission of the
MaineCare eligibility file 20
as described in objective)
HIN 25 [Review the capability of HIN's HIE data warehousealculate Partnership with
and define quality measures that support MaineGadealth ‘/ ‘/ ‘/ \/ \/ \/ \/ \/ \/ \/ \/ MaineCare leadership
Homes program. Establish criteria and specification related to quality measurps
warehouse enhancements as needed and within budget. work, definitions, and
implementation within
SIM
HIN 26 |MaineCare Discrete Medication Data Capture ‘/ ‘/ Medicaid and state vendor, |Dependent on ID 41 an
During pre-testing phase, meet with MaineCare M@ Molina HealthCare, work around state
Goold staff and develop project plan for deployiegl-time available to the project and |requirements and suppoft
discrete medication data feeds from MaineCiete- this timeline of those resources zvallable to make this 26.3
activity will be necessary to support analytics for MaineCare appen
patients on prescription use.]
HIN 27 |Begin technical implementation of discrete medaafeeds in / / / Medicaid and state vendor, |Dependenton ID 41 and
October 2013 with go-live targeted for no latemtivdarch 2014 Molina HealthCare, resource48 the work around statg
[Note: this timeline is dependent on the availability of resources available to the project and  [requirements and suppoft
at MaineCare to support this activity] timeline of those resources  [available to make this 20
happen
Planning Period Target Go Live TargetProvide MaineCare Year 2 Targets Year 3 Targets:
Build, test and establish HIE BAA and DUA for AAG review and1. Continued provision of Dashbodttd Continued provision of Dashbogrd
dashboard and data warehouse in |approval. Year 1 Targets: to MaineCare. to MaineCare.
secure data center (shared by HIE)| Consistent meeting with MaineCar@. Consistent data flow for 2. Consistent data flow for
Work with legal team to develop  |established for MaineCare IT staff{fdlaineCare medication information|MaineCare medication information|
HIPAA Business Associate facilitate discrete medication feedginto the HIE. into the HIE.
Agreements (BAA) and Data Use |and roles for the dashboard acces|
Agreement (DUA) with MaineCare. |DIS approval of data access stratggy.
3. Go-Live with real-time medicatign
feeds 4. Establishment of VPN f
Objective 4: Accountability Targets MaineCare to access dashboard. b.
Provide training for MaineCare stafff
in Dashboard use. 6. Make 291,0
population data available in HIN
Dashboard.
Obijective 4: Annual Cost(Aligns with annual budget total's submitted witntract) $ 319,276.10% 607,204.40 $ 620,833.53 $ 605,171.54
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Secondary Driver Subcommittee  |Key Objective | Linkto |  ID# Key Milestones Planning Period Year 1 Year 2 Year 3 Known Risks Dependency and Link to ID#
o 7/1/13-9/30/13 10/1/13-9/30/2014 10/1/14-9/30/15 10/1/15-9/30/16
PR |DSR DI 10/1/2013 Q1] Q2] 3] 4] Q1] Q2] Q3] 4] Qi Q2 Qi o4 ID#
Da;a '"fomEddP"“C_% practice, Objective 5: Provide Maine patients with access ttheir statewide HIE record leveraging the “Blue Buton” standards promoted by the Office of the Natioml Coordinator for HIT (ONC). HIN will conduct a t welve month pilot with a provider organization
and payment decisions; n N . e .. . .
Improved continuum of care; to make the patient chart available via a certifiedEHR portal administered by the pilot site.
Consumer Engagement; Pati¢nt X X
and Family Centered Care
V.A HIN 28 [During pre-testing phase, identify critera f v v | v Provider participant that
. " . o . can meet the required
VII.G community pilot site for “Blue-Button” deployment. y . .
criteria for implementation
n/a must be willing to
volunteer to the pilot
HIN 29 | Submit project criteria to the DIS and prat¢e v
select pilot site volunteer.
HIN 30 |Confirm agreement with Pilot Partner \/ Provider volunteer could not [Provider volunteer
able to prioritize this project 24
HIN30.1 |conduct the 12-month pilot to test and mpdif ] ] vViIivIivIiv|v
technical requirements for PHR-HIE access usin
national standards
HIN 31 [Engage health care delivery communicatiors an Provider volunteer could not |Site engagement
g_ g A N y b N . . / / . . . able to prioritize this project
administration teams at pilot site on educating
patients on the new PHR "Blue Button" technology.
HIN 32 [Engage Care Managers/health care deliveffafta H E| v iv e e|e Provider volunteer could not |Site engagement
pilot site on educating patients on how to access|a able to prioritze his project
use their record.
HIN 33 | Determine specifications that would suppattife ] ] ] ] ] ] o o
statewide PHR roll out using best practice learsing 26,27,28
from the pilot
Quarterly Accountability Target % of active portal users access of the HIN CCD at 1% | 5%
pilot sites
Planning Period Target: Go Live TargetAs of October 1,
1. Testing of CCD export by HIN  [2013, criteria for PHR pilot preparpd
(using green CCD established by [and finalized for presentation to the
Mitre/ONC under previous contract]DIS in October. Year 1 targets:
2. Finalize licensing costs/contracts|Establishment of contract with pilo]
IT vendor partners and establish alsiite, establish project managemenjt
and authorization profiles at HIN for|process for implementation,
end users. implementation of PHR CCD expoft.
Objective 5: Accountability Targets 3. Establishment of criteria for by month 6. Demonstrated downldad
choosing PHR CCD export pilot sitg of CCD by 598 of the pilot sites
for presentation to the DIS in Octobggetive PHR users w/in go-live
period of project.
Objective 5: Annual Cost(Aligns with annual budget total's submitted witntract) $ 387,410.51% 416,642.05%
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Secondary Driver Subcommittee  |Key Objective | Linkto |  ID# Key Milestones Planning Period Year 1 Year 2 Year 3 Known Risks Dependency and Link to ID#
o 7/1/13-9/30/13 10/1/13-9/30/2014 10/1/14-9/30/15 10/1/15-9/30/16
PR |DSR DI 10/1/2013 Q1] Q2] 3] 4] Q1] Q2] Q3] 4] Qi Q2 Qi o4 ID#
Data informed policy, Objective 6: Ensure effective management of SIM DatInfrastructure Subcommittee to promote sustainaHity of reform developed through SIM
practice and payment
decisions/Multi- v
Stakeholder Coalition
Building and Support
A, T [HIN34 [|dentify and finalize Subcommittee memberghip v
HIN35 |Convene Subcommittee v
HIN36  |Ensure participation and process according {o vViviIivIiIvIivVvIiIVIVIVIVIVI IV
established protocols
Planning Period Targegstablish (Go Live Targetidentify Year 2 Targets Year 3 Targets:
infrastructure, membership for |membership for Payment Provide support for Provide support for
Data Infrastructure SubcommittgReform Subcommittee Subcommittee in manner that [Subcommittee in manner that
o . Year 1 Target supports active participation of supports active participation of
Objective 6 Accountability Targets: Provide support for membership membership
Subcommittee in manner that
supports active participation of
membership
Objective 6: Annual Cos $0.0( $100,706.0 $109,425.0 $103,744.0

Commitments from HIN/MHMC during Plan Synchronipeti « Insuring a synergistic and integrative appho@ the work of PTE- BH and the HIN BH RFP Qualitork.
« Clearly outlining and communicating the processd collaboration between HIN, health care pray&e(Covered Entity(is)) and MHMC in integratintinzal and administrative claims data for a polssivoof of concept.
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Maine CDC

Maine SIM Grant - Executive Level Project Plan with Accountability Targets

SIM Partner Organization: Maine CDC Lead/Point for Organization: Deb Wigand Milestone Timeline Risks & Dependencies
Secondary Driver Subcommittee  |Key Objective Associated|  ID# Key Milestones Planning Period Year 1 Year 2 Year 3 Known Risks Dependency and Link to ID#
S?e:t'i?)n 7/1/13-9/30/13 10/1/13-9/30/2014 10/1/14-9/30/15 10/1/15-9/30/16
PR__DSR DI 10/1/2013 Q1] Q2] Q3] o4 Q1] Q2] @3] o4 Qif o o o4 [ io#
Aligned payment models, Objective 1: NDPP: Implementation of the National Dabetes Prevention Program (NDPP).
Patient-family centeredness
of care, Consumer X X
engagement, Improved
continuum of care
VA CDC1 |State capacity assessment of payers/ purchasers pf v el ® ®©  © | e ®© | | | ® | ® | @ [cathPanpayers/ )
e health plans. Track barriers to capacity throughou purchasers may have barriprs
XINA avment test to adoption of NDPP heali
A paym : plan benefits
ns
VB CDC2 [Develop with health plan payers/ purchasers NDPP vViviviIivIivIiv|iv Health Plan payers/
health benefit payment structure for identifieditrea purchasers may have benefit
lans plan constraints to adoptiop
p of new payment structure
CDC3 |Trained supported Lifestyle Coach Workforce. Delay in contract process iDHHS releases funds fprMC 1,2
’ ‘/ L4 L4 ‘/ L4 L4 ‘/ agreement to release SIM [NDPP Lifestyle Coach
funds Trainings
€DC4 CDC-Recognized NDPP providers complete annyal o o o0o|v e o e v Cannotlimittojust ~ |Multiple payer mc
written agreement with Maine CDC to provide NDPP MaineCare beneficiaries. |involvement in SIM.
to qualified MaineCare beneficiaries.
CDC5 |Work with partners to assess/address barriers to ‘ ’ ‘ ’ ‘ Vv | vV | v | v | v | v |NeededforMaine CDC to |Future policy change
sustainable NDPP reimbursement through payer/ accomplish the SIM options post SIM
urchasers policy/ statutes accountability target of demonstration on
P policyl . “Sustainable NDPP paymefsiustainable NDPP
structure recognized by all [payment structure.
payers in Maine”.
CDC 5.1|NDPP payment tests developed with SIM partners ‘/ ‘/ Y o Y o Y . NDPP payment reform testfnclusion in VBID MHMC
(MaineCare, MHMC, MQC) guidance/support and must demonstrate value to|development, tests, pay 16, 17,
TA from U é cDe ! payers. engagement. ACI 18, 19,
= . committee engagement} 22, 37
CDC 5.2|NDPP payment tests evaluation developed with SJM ‘/ ‘/ Y o Y o Y . MaineCare direct MaineCare provides MC 1,2
partners (MaineCare, MHMC, MQC, HIN) support/assistance needed| guidance/support/input!
uidance/supnort anéi TA fror’n US VCDC help shape and redirect |at key milestones over
g PP = . NDPP payment tests to aligiine 3 years of SIM grart.
with new/emerging trends
with public and private
payers (VBID, HH,
PCMH/ACO, etc.) involved|
in SIM & other MaineCare
activities.
Quarterly Accountability Targt # of written agreements issued to providers 1 3 5 5 7 8 0] 10| 12] 13/ 15
Planning Period Target) |Go Live TargetNDPP delivery|Year 2 Targets Year 3 Targets:
MaineCare completed reimbursement for contracted (1) Policy developed by 1) Over 15 NDPP provider sitgs
research on feasibility of [NDPP provider sites to MaineCare and Maine CDC tolhave written agreements and gre
retired S-Code assignmerjMaineCare beneficiaries. NDisupport the sustainable structidelivering NDPP to MaineCarg
for NDPP Core & Post  |payment tests RFP released. |for NDPP reimbursement. 2) [beneficiaries.  Multiple payers
Core. 2) MaineCare will |Year 1 Target: PCMH/ACO care delivery are engaged in payment test
reimburse for NDPP 5 out of 15 NDPP provider sitgstructures are utilizing pre-  |demonstration linked to program
g . o delivery to beneficiaries 1ghave written agreements and giebetes/diabetes algorithm tofoutcomes. 2) 300 ¢ut
Objective 1: Accountability Targets y/o and older who are at |delivering NDPP to MaineCargsupport/enhance patient care. |of 29,312 NDPP eligible
high risk or with pre- beneficiaries. beneficiaries have completed
diabetes according to U.§. program over 3 years of SIM
CDC DPRP standards. Grant.
Objective 1: Annual Cost(Aligns with annual budget total's submitted witntract $12,63 $114,00 $112,00
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Maine CDC

PR DSR DI 10/1/2013 ‘ Ql‘ Q2| Q3‘ Q4| Ql‘ Q2| QS‘ Q4| Ql‘ Q2| 03‘ Q4 ID#
Aligned payment models, Objective 2: CHW Pilot Project
Patient-family centerednegs
of care, Consumer
engagement, Improved X X
continuum of care
111.B, CDC 6 |RFP issued for CHW Pilot Sites v
IV.A,
V.B\V.C, |CDC7 [CHW Pilot Site contract approval v [ ]
VILA,
VILB, CDC 8 [3 CHWs hired at pilot sites. ‘/ CHW effectiveness on Successful integration ¢fQC1/MC
XI.AB,CX interdisciplinary teams is  |CHWs into 1MC19
lILA, XV.A, dependent on providers' |HH/PCMH/CCTs relies|
familiarity with CHW modelfon providers having
and best practices for knowledge and
integration. awareness (i.e.
education) on how to
best integrate, utilize ai
support CHWs (i.e.
Inclusion as key learning
within QC/MC
Collaboratives)
CDC9 |CHW clients identified v | v o [ o [ () [ ()
CDC 10 |CHW services will commence vViviIivIivIiIvIivIiv] v
CDC 11 [Recommendations for sustainability and use of CHW Future sustainability 1.MC modeling of total| MC 5
model in Maine Y ’ ‘ ’ ‘ ’ . ’ ‘ ’ ‘/ ‘/ ‘/ dependent on payment cost of care should be | MHMC
models other than self- inclusive of CHW 12
funding services as part of
bundled payments 2.
Healthcare Cost
Workgroup metrics
should include
costs/savings related t
integration of CHW
services into health carp
teams.
Quarterly Accountability Targgt Number of Clients served through the pilot 15 20 30 50 50 50 50 50
Planning Period Target [Go Live TargetTransformed |Year 2 Targetsl. CHW clients|Year 3 Targets:1. CHW clients
1. Vendor selected for healthcare system integrates |identified with a caseload of 13identified with a caseload of 15-
Project Management, community health workers 20 clients for intensive service)20 clients for intensive service|
Workgroup meting to through a pilot that and 30-50 clients for less and 30-50 clients for less
define scope and approadilemonstrates CHWs as an |intensive service’ intensive service.
effective, sustainable element.
Year 1 Targetl. Contracts for
Obijective 2: Accountability Targets CHW Pilot sites in place. 2. T
5 CHW pilot sites will have
formal referral mechanisms with
at least one and up to 3
providers.
Objective 2: Annual Cost(Aligns with annual budget total's submitted witntract] $ 26,350.p0 $284,29 $808,551 $808,55.
cp and henry\D ine SIM SSTv11 with QAT 0724dsx Maine CDC 9 7/31/2014




SIM Partner Organization: Maine Quality Counts

Maine SIM Grant - Executive Level Project Plan with Accountability Targets

Lead/Point for Organization: Lisa Letourneau; Lisa Tuttle

Milestone Timeline

Risks & Dependencies

|Secondary Driver Subcommittee Key Objective ASSDO::Eﬂ ID# Key Milestones Planning Period Year 1 Year 2 Year 3 Known Risks Dependency and Link to ID#
Section 7/1/13-9/30/13 10/1/13-9/30/2014 10/1/14-9/30/15 10/1/15-9/30/16
PR DSR DI 10/1/2013 Q1 | Q2 | Q3 | Q4 Q1 | Q2 | Q3 | Q4 Q1 | Q2 | Q3 | Q4 ID#
Improved Continuum v | v Objective 1: Provide Learning Collaborative for MaineCare Health Homes
of Care
XV QC1  |Establish organizational infrastructure for HH Lear v v [Waine workiorce shotage of QI [Gap n conneciing HF primary o7 VI.A, VIILG, V,
. professionals pracices to the HIE and functiors | A
Collaborative .
C2 icati Clarification of HH Screening Tol
Q! Launch and manage HH Communication Plan v v v v v vViviviviviIivI ivI vy utomonts requied for 2014
C 3 it n Maine workforce shortage of QI | Clarification of HH Screening Tof
2¢$  |Launch and Manage HH Education Plan; support v VIV |V | VIV Y|V VYV e Fecirement equred o 004
PCMH/HH Learning Collab
C4 State infrastructure may not suppo
Q! Launch and Manage HH Data Management Plan v v v v v VIV IV IV V| V| V|V o
measures
C5 2 HH practices may not meet NCQA|
Q! Assess NCQA status of HH practices v v e oo
QC6  |Assess baseline Core Expectation status; Assess fHH v v
practices onsite
Cc7 i i i i Lack of clarity on approach may defay Dependent (e abilty 10
Q Clarify Malnngre requirements for HH quality v v o ot 11 qumlty mesuton
measure reporting
QC 8 Establish HH participation requirements v v o [
C9 inali P cinati [Practice may not be able to
Q Flna!lze HH practice participation based on v ecomplon seuirement of NCOA
requirements and meet Must Pass elements
QC9L Iprovide Quality Improvement support to HH practices, ’ v v v v v v v v v v
supporting and monitoring their transformation to implement
the HH model
C 10 i Potential confusion between CCT,|Critical to ensure Medicaid
¢ 10 |Ensure connection to CCT structure v VIV | V| YV VY| Y|V V|V Y|V G Caemsandcuena | smen srucue nofer
functions - clarty in functional ~ [to sustain HH model
appropriateness essential for succgss
C 11 T il Enhanced payment model required@itical to ensure Medicaid
Qf Prepare for Sustainability of HH/CCT model ‘ ‘ ‘ vVivivivivivI ivI v oty cnance payment stucre i ofer
to sustain HH model
Active, participating HH single payer practices supported by 75 80 90 102
Quarterly Accountability Targgt LC
Active, participating HH single payer practices supportedl by 75 75 100 100 100/ 100 10 101 100 190 100  1po
Quarterly Accountability Targget LC by percentage
Active, participating HH single payer practices meeting 0 20 20 50 75 75 75 75 75| 75| 74 *
Quarterly Accountability Targgt pass requirements by %
Active, participating HH single payer practices meeting 0 0 0 40 75 75 75 75 75 75 75| 75
Quarterly Accountability Target screening requirements by %
Planning Period T: Go Live Target:Launch enrollment of up to 80 |Year 2 Targ Learning |Year3T in PCMH/HH
i to suppgrtew HH practices in PCMH/HH Leaming |Collaborative for HH practices; |Learning Collaborative offering
and staff Learning Collaborative; Collaborative to provide QI support for current [Bfistain PCMH/HH Learning support for 100% of Year 3
Establish baseline assessments on SIR@MH & new HH primary care practices, with |Collaborative offering support for |participating practices.
of HH practices; Perform onsite total of up to 150 participating practices; 100% of Year 2 participating primary
assessments on up to 80 new HH  [determine final NCQA status of highrisk [care practices.
Practices; Develop HH practices (may not meet i i
Communications Plan; Develop HH [by 12/31/13)._Year 1 TargeSupport PCMH/HH
Education Plan; Develop HH Data |Learning Collaborative, offering supporting for
Management Plan. 100% of participating practices; provide QI
L - support to ensure that75% of the new HH
Objective 1: Accountability Targets practices reach Must-Pass elements;##tfit6
practices implement HH Year 2 MaineCare
screening requirements.
[Note: PCMH & HH practices estd to provide
care for approx. 432,000 patients]
Objective 1: Annual Cost(Aligns with annual budget total's submitted with contfact) $171,67 $938,93] $968,396 $983,607 Obj. Subto(e1l $3.062,5(?7
CADocuments and henny\D - SIM SSTv11 with QAT 07241sx Maine Quality Counts 10
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|Secondary Driver Subcommittee  (Key Objective Associate ID# Key Milestones Planning Period Year 1 Year 2 Year 3 Known Risks Dependency and Link to ID#
d4DRR 7/1/13-9/30/13 10/1/13-9/30/2014 10/1/14-9/30/15 10/1/15-9/30/16
PR DSR DI 10/1/2013 | 2| o] os| o] 2] 03] o4 a1 o of o D#
Improved Continuum of | v | Objective 2: Provide support for SIM Delivery System Reform Subcommitte
Care
XV QC 12 ||dentify and finalize Subcommittee membership v
QC 13 |Convene Delivery System Reform Subcommittee v
QC 14 |Ensure participation and process according to v v v vivivivivivI ivI| v
established protocols
Planning Period T: Go Live T ip for |Year 2 Targets Provide support|Year 3 Targets:
for |Delivery System Reform Subcommittee. |for Subcommittee in manner thaProvide support for St
o - Delivery System Reform Year 1 Target Provide support for supports active participation of |in manner that supports active
Objective 2 Accountability Targets: Subcommittee Subcommittee in manner that supports ajmembership participation of membership
participation of membership
Objective 2: Annual Cost $29,68; $29,73: $41,440Obj. subtotal $100,860
Associate g N
. . - . Planning Period Year 1 Year 2 Year 3
Secor Di Subcommittee Key Objecti dDRR ID# Ki Risks
TS : R I Key Milestones 7/1/13-9/30/13 10/1/13-9/30/2014 10/1/14-9/30/15 10/1/15-9/30/16 o e 5 ardLink o 1D
PR DSR DI 10/1/2013 Q1 | Q2 | Q3 | Q4 Q1 | Q2 | Q3| Q4 Q1| Q2| Q3| Q4 ID#
Improved Continuum of v Objective 3: Provide QI Support for Behavioral Health Homes Learning Collaboraive
Care
QC 15 ||dentify & support BHHs multi-stakeholder advisory| v v v vVivivivivivI ivI v
committee (e.g. QC Behavioral Health Comm)
QC 16 |Launch and manage BHH Communication Plan v v v vVivivivivivI ivI v
QC 17  |Establish organizational infrastructure for BHH v Maine workforce shortage pf
Learning Collaborative; hire BHH Program Manage Q! professionals
contract with BH consultant
QC 18 |Identify & manage plan for integrating peer support v v vViviIivI|iv|v |v | v |y [Fnancia resources for peg
BHH curriculum & Learning Collab support
QC 19 [Launch and Manage BHH Education Plan, including v v Viv | v I|v|v | v | v |y [Vaneworkiorce shortage bof
BH & PCMH/HH curriculum; support BHHs Learninjg Q! professionals
Collaborative
QC 20 ||dentify & manage plan for integrating BHH Education v v VIV I|IvIv |v | v | v | v |Numberofpotental new HDependent on coord with
Plan with PCMH/HHs Education Plan practices unknown; learnin®CMH/HHs
needs will vary
QC21 |Launch and Manage BHH Data Management Plan v v VIV IvIv I Iv |v | v | v [Staeinfastuctre maynot support automatedaish
of clinical measures
QC 22 |Assess baseline status of BHHs on Core Expectatipn v v
- i i R i Dependent upon State ability to
QC 23 [Clarify MaineCare requirements for BHH quality v [ Lmaack(;:eflglamy on approach ependent ubon = qualiy
measure reporting y delay measures
QC 24  |Establish BHH participation requirements v [ Lack of clarity on approach|
may delay
QC 25 |Ensure connection to CCT structure \/ \/ ‘/ ‘/ ‘/ ‘/ ‘/ ‘/ ‘/ ‘/ ‘/ Potential confusion between CCT, CHW, Care Mgt @ade Mgt
functions - clarity in functional appropriatenessential for success
Quarterly Accountability Targgt % of BHHO's supported by BHH Learning collaborative 100 100 100| 100[ 100 10 10 10p 1do 100
Quarterly Accountability Targgt % of BHHO teams participating in monthly webinars 75 75 75 75 75 75 75 75 75| 75
Quarterly Accountability Targgt % of BHHO teams participating in Learning Sessions 75 75 75 75 75 75 75 75 75| 75
Number of Multi-Stakeholder Advisory Groups (BHH Wing
Quarterly Accountability Targgt Grp) Held 2 2 2 2 2 2 2 2 2 2
% of Advisory (BHH Working Grp) meetings with repentation
Quarterly Accountability Targgt from state, provider and consumer ol i 100 100 100| 100{ 100 10 10 10p 140 100

Objective 3 Accountability Targets:

Year 1 Target

Launch enroliment of up to 35 new BHHY
into BHH Learning Collaborative to provic

QI support for BHH organizations.

Year 2 TargetsFacilitate BHH
Learning Collaborative for up to
k85 BHHS; sustain BHH Learnin|
Collaborative offering support fi
100% of Year 2 participating
BHH organizations

Year 3 Targets:
Sustain BHH Learning

Isustain BHH Learning
Collaborative offering support fo
100% of Year 3 participating
BHH organizations

(Collaborative for up to 35 BHHS;

Ir

Objective 3: Annual Cos

$0|

$317,561

$387,08:

$323,4

0

Obj. subtotal $1,028,108

C\Documents and henry\D
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Secondary Driver Subcommittee Key Objective Associatg  ID# Key Milestones Planning Period Year 1 Year 2 Year 3 Known Risks Dependency and Link to ID#
408k 7/1/13-9/30/13 10/1/13-9/30/2014 10/1/14-9/30/15 10/1/15-9/30/16
ection
PR DSR DI 10/1/2013 Q1 | Q2 | Q3 | Q4 Q1 | Q2 | Q3 | Q4 | Q1 | Q2 | Q3 | Q4 ID#
Improved Continuum of v Objective 4: Provide QI Support for Patient-Provider Partnership Pilots (P3 Pilots)
Care
QC 26 |Identify priorities for focus of P3 Pilots / / . Need direction from DSR [Coordinate with VBID
Subcomm, SIM Steering  |efforts
Comm
QC 27 |Identify & support P3 multi-stakeholder advisory v v v | v
committee (e.g. ME Choosing Wisely Leadership Grp)
QC 28 [Launch and manage P3 Communication Plan v v v v | v
QC29 |Establish organizational infrastructure for P3 Pilots| v Maine workforce shortage bf
contract with P3 Program Manager & hire staff QI professionals
QC 30 |Establish & manage process for selecting provider fites v v Sufficient interest from
for participation in P3 Pilots provider grps
QC 31 |ldentify & secure formal SDM tools v [ Must be able to support co3@oordinate with VBID
of formal SDM tool efforts
QC 32 |Establish & manage process for providing technical v v v v | v
assistance & facilitating collaborative learning acrogs
provider Pilot sites
QC 33 |Launch & manage 1st P3 Pilot (e.g. Choosing Wisgly) v v v | v
with 3 provider sites
QC 34 |Launch & manage 2nd P3 Pilot (e.g. SDM) with 3 v v v | v
provider sites
QC 35 [Launch & manage 3rd P3 Pilot (TBD) with 3 provider v v v | v
sites
# of provider pilots participating with at least @@mbers
Quarterly Accountability Targgt ing, learning sessions 9 9 9 9
Quarterly Accountability Targgt # of members attending the P3 leadership group 15 15 15 15
# of provider pilots participating with at least @@mbers
Quarterly Accountability Targgt Webinars 9 9 9 9
Quarterly Accountability Targgt # of 1 1 1 1
Year 1 Target Year 2 TargetsSupport and
Launch 3 Patient Provider Partnership (P@cilitate learning across 9
Pilots with 9 provider sites. provider sites in P3 Pilots; sustdin
Objective 4 Accountability Targets: support for 100% of participating
provider organizations
Objective 4: Annual Cos %0 $336,00 $178,63 %9 Obj. subtotal $514,633
Totals| $171,67 $1,622,18 $1,563,805 $1,348,507 $4,706,16
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MaineCare

Maine SIM Grant - Executive Level Project Plan withAccountability Targets

SIM Partner Organization: MaineCare Lead/Point for Organization: Michelle Probert Milestone Timeline Risks & Dependencies
Secondary Driver Subcommittee | Key Objective Associated DRRID# Key Milestones Planning Period Year 1 Year 2 Year 3 Known Risks Dependency and Link to ID#
SesiEn 7/1/13-9/30/13 10/1/13-9/30/2014 10/1/14-9/30/15 10/1/15-9/30/16
PR DSR DI 10/1/2013 QL | Q2 | Q3 | Q4 QL | Q2 | 3 | [e7} Q1 | Q | Q3 | Q4 ID#
Aligned Payment Models X | X | Objective 1: Implement MaineCare Accountable Communities Share@avings ACO Initiative
B.7,C.9,G.15]MC1  [Conduct provider outreach and education, including v v
?'122 :ig regional forums on proposed model
777 IMCL1 [Provide ongoing provider outreach and education v v v v v v v v v v v
MC2  |Work with Accountable Care Implementation (ACI) v v v v v v v v v v v v v
workgroup to educate and recruit providers, provide
learning collaborative support, and achieve multi-paye]
alignment on quality measures and value-based paynjent
models.
MC3  |Develop and finalize quality framework v v o
MC4  lissue provider Request for Applications (RFA) and select v
eligible applicants
MC5  |Conduct AC attribution and develop benchmark Total v v v o Potential for problems with | Timeliness of TCOC | 4
claims data calculations by
of Care (TCOC) amounts
Accountable
Community; replicatio
of analysis for data
analytics reports to
providers
MC6  |Develop Analytics Support For Accountable Communifies v v v ° [Ability to replicate actuaries'|Replication of TCOC, | 5
analysis attribution for analytic
reports
MC7  |Obtain CMS approval for State Plan Amendment v v o Plan SPA submission for 11{Timely SPA approval
SPA approval timeline
dependent on CMS. CMS has
been difficult to connect with
MC8  |Draft and adopt MaineCare rule for Accountable v v o 7
Cor ti
MC9 Finalization of Accountable Communities contracts, v 6,7)
Implementation 8
MC10 |Provide Accountable Communities with analytic reportss v v v v v v v v v v 6.7
MC 11 |Open Accountable Communities RFA for additional ] v ] v
rounds of applications
Quarterly Accountability Target | Total MaineCare Patient Lives Impacted 50000 55000 60500
Quarterly Accountability TargEt Additional Maine Lives Impacted 25000 27700 29700
Quarterly Accountability Targgt # of AC's Provided with monthly Utilization reports 5 0 5 5 7 7 7 7 9
Quarterly Accountability Target IAC's attended ACI Meeting by percent 90 90 90 90 90 90 90 90 90 90 90 90
Quarterly Accountability Targbt Annual applications of ACO's 5 5 5 5 7 7 7 7 9
Planning Period Target Go Live T. RFA Year 1 T Year 2 Targ all witfiYear 3 Targ all ities wif
Accountable Communities that impact 50,000 patiees [monthly utilization reports drilled down to theﬁary Care [monthly ut\hzanon reports drilled down to theﬁary Care
above and beyond those impacted through Medical practice level, and quarterly reports on actual TaOdate |practice level, and quarterly reports on actual Ta0 date
Homes, 3.8% of Maine's 1.3M population. Patients are fand quality Achieve quality Achieve
limited to MaineCare members attributed under Il MaineCare [ in90%of |all MaineCare Accountable Communities in 90% of
Communities, since all patients, regardless oibation bimonthly ACI learning collaborative meeungs Impient  [bimonthly ACI \eamlng oo\labovauve meeungs Implent
status and payer, should be impacted through ireproare | Accountable Communities that impact an that impact an
coordination |ncemed under model. Achleve pammm patient lives above and beyond those impacted ¢firou  |patient lives above and beyond those impacted grou
from 6 i Homes, reaching 4.2% of Maine's Medical Homes, reaching 4.6% of Maine's population.
Objective 1: Accountability Targets current Medicare and commercial ACOs wnhln theeStall | population.Achieve participation from 2 additional |Achieve participation from 2 additional Accountable
4 major health systems plus group of FQHC's). |Accountable Communities. Achieve attribution of iddal |Communities. Achieve attribution of additional 2000
Achieve 25,000 MaineCare lives to Accountable 2,700 MaineCare lives to Accountable Communitie8y® [MaineCare lives to Accountable Communities, 10.5%he
Communities, 8.9% of the 281,000 MaineCare poprati[of the MaineCare population. MaineCare population.
Objective 1: Annual Cost(Aligns with annual budget total's submitted with contfact)

cADx ts and hen
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MaineCare

Secondary Driver Subcommittee | Key Objective Associated DRRID# Key Milestones Planning Period Known Risks Dependency and Link to ID#
SesiEn 7/1/13-9/30/13 10/1/13-9/30/2014 10/1/14-9/30/15 10/1/15-9/30/16
PR DSR DI 10/1/2013 Q | Q2 | Q3 | fo2] Q | Q2 | 3 | u Q | Q2 | [o5} | 7 ID#
Aligned Payment Models Objective 2: Implement MaineCare Behavioral Health Homes Initiative
Improved Continuum of Care | x| x | x
B.7,C.9,G.15]MC 12 [Conduct provider outreach and education, including v
6'1:‘2'; 22, regional forums on proposed model
MC13  [Issue provider Request for Applications (RFA) and select
eligible applicants
MC 14 |Obtain CMS approval for State Plan Amendment v v v o Plan to submit SPA on 11/1
with retroactive approval to
1/15. State would be at risk|
while SPA not approved. 90-
day approval dependent on
CMS comfort with draft SPA|
MC 15 |Draft and adopt MaineCare rule for Behavioral Health v v v Y Aggressive timeline. Implementation of rulef
Homes Challenging new area for |initiative 9
AAG Office review.
MC16 |Development of Behavioral Health Homes Enroliment v v o o
System provider portal
MC 17 |Eligible member identification and enroliment v v v v v v v v v v v v
MC 18  |Contract with entity to implement Behavioral Health H v Lengthy, burdensome State Effective date of
Learning Collaborative contracting process contract. 8
MC19 |Development and implementation of Behavioral HealtH v v v v v v v v v v v
Home Learning Collaborative
MC20 |Implementation v o
MC 21 |Provide Behavioral Health Homes with utilization and v v v v v v v v v v v
quality reports
) ) 15 15
Quarterly Accountability Target Recruit BHHO's
Quanerly ACCOIJI’\!abIlI[y Targ pt members enrolled in BHHO 5000 6000 7000 s 7350 7525 7700 7909 810 830p 8500
Quarterly Accountability Targgt percent of representation by stakeholders at monthly meetings 80 80 80 80 80 80 80 80
Planning Period Target Go Live Target: Year 2 Targets Year 3 Targets:
Complete draft SPA and draft (g ear 1 Target Increase enrolled members to 7700. Increase enrolled members to 8500 total.
Initiate it recruit 15 Health Home |3 in-person learning sessions annually, monthly ~ [3 in-person learning sessions annually, monthly

Objective 2 Accountability Targets:

SAMHSA, CMS

organizations (BHHOs) with 7000 enrolled membg
with SMI/ SED. There are 75 Behavioral Health

Organizations that currently provide services bein
transformed through Behavioral Health Homes, af
about 24,000 members with SMI/SED.

aneorking group, monthly phone and webinar suppd
for 15 BHHOs and partnering practices.

jThere are 75 Behavioral Health Organizations thaj
nelirrently provide services being transformed throy
Behavioral Health Homes, and about 24,000 men|
with SMI/SED.

Jworking group, monthly phone and webinar suppt
for 15 BHHOs and partnering practices.

{There are 75 Behavioral Health Organizations thaj
igurrently provide services being transformed thioy
Behavioral Health Homes, and about 24,000 men|
with SMI/SED.

Objective 2: Annual Cost

$163,631

$218,18:

$218,18:

SIM SSTv11 with QAT

713112014



MaineCare

|secondary Driver Subcommittee | Key Objective Associated DRRID# Key Milestones Planning Period Known Risks Dependency and Link to ID#
SesiEn 7/1/13-9/30/13 10/1/13-9/30/2014 10/1/14-9/30/15 10/1/15-9/30/16
PR DSR DI 10/1/2013 Q1 | Q2 | Q3 | Q4 Q1L Q2 Q3 Q4 Q1 Q2 5} Q4 1D#
improved Continuur of Care Objective 3: Develop and implement Physical Health Integration worforce development component to Mental Health Rehabilitation Tewmician/Community (MHRT/C) Certification curriculum. ©
Patient/Family Centeredness of X
Care
L.32 MC 22 |Finalize contract with selected vendor v o
MC 23 |Development of curriculum ] ] v v v
MC 24 limplementation of trainings/ curriculum ] ] v v v v
Quarterly Accountabiity Targbt percent of curriculum developed 50 75 100
Quarterly Accountabilty Targbt percent of training plan developed 50 75 100
Quarterly Accountability Targbt number of providers trained 25 100 200 300 500
Planning Period Target Go Live Target: Year 1 TargeEurriculum and Year 2 Targets Year 3 Targets:
training plan developed for Physical Health Intéigrg 500 direct service behavioral health individual
fererc - component to Mental Health Rehabilitation roviders trained in physical health integration.
Objective 3: Accountability Targets Tec:nician /Community Training P! physi 9
Objective 3: Annual Cost(Aligns with annual budget total's submitted with contfact) $219,35 $342,34;
Secondary Driver Subcommittee | Key Objective Associated DRRID# Key Milestones Planning Period ear 1 Known Risks Dependency and Link to ID#
SesiEn 7/1/13-9/30/13 10/1/13-9/30/2014 10/1/14-9/30/15 10/1/15-9/30/16
PR DSR DI 10/1/2013 QL | Q2 | Q3 | Q4 QL | Q2 | 3 | [e7] Q1 | Q2 | [ox} | o2} ID#
gfg’ﬁgﬁ"yz::g,‘;ﬁ:z of carl M Objective 4: Provide training to Primary Care Practices on serving yout and adults with Autism Spectrum Disorder and Intellectual Disalities.”
L32 MC 25 |Finalize contract with selected vendor v o
MC 26 |Provide training to pediatric sites v v v v v v v v
MC 27 |Develop training for adult practice sites v
MC 28 |Implement Adult training at 5 pilot sites v
MC29  [Provide training to adult practice sites v v v v v v v v
Quarterly Accountability Tar Curriculum development 50 s 100
Quarterly Accountability Tar Training plan development 50 s 100
Quarterly Accountability Tar Targeted Case Managers providers Trained 10 20 30 40 50 60
Quarterly Accountability Tar Develop HH LC Training for PCP's s 100
15 25 50 75 100 125 150 175
Quarterly Accountability Tare Number of HH PCP's Trained

Objective 4: Accountability Targets

Planning Period Target

Go Live Target: Year 1 Targe€urriculum and

training plan developed for Adult Practice Sites.
Curriculum piloted at 5 Adult Practice Sites. Tiam
conducted at 15 pediatric sites. There are over 40|
primary care practice sites in Maine.

Year 2 Targets.

Training conducted at 30 pediatric sites

[ Training conducted at 55 adult practice sites
[rhere are over 400 primary care practice sites in
Maine.

Year 3 Targets:

Training conducted at 15 pediatric sites

[ Training conducted at 60 adult practice sites
There are over 400 primary care practice sites in
Maine.

Objective 4: Annual

| Cost(Aligns with annual budget total's submitted widntract]

cADx ts and hen
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ME Health Management Coalition

Maine SIM Grant - Executive Level Project Plan with Accountability Targets | v | Milestone | ° 3'1‘90'"9 work in preparation of completing
ilestone
SIM Partner Organization: Maine Health Management Lead/Point for Organization: Ellen Schneiter Milestone Timeline Risks & Dependencies
Coalition Foundation
Secondary Driver| Subcommittee | Key Associate ID# Key Milestones Year 1 Year 2 Year 3 Known Risks Dependency and Link to ID#
Objective d DRR Planning Period ¥
o 7/1/13- 9/30/13 10/1/13-9/30/2014 10/1/14-9/30/15 10/1/15-9/30/16
PR [ DSR| DI 10/1/2013 Q1] 2] 03] o4 o1] o02] 03] o4 01 o2 o3 o4
Data informed v/
policy, practice - . . . . . .
and payment Objective 1: Health information to influence market forces and inform policy: track health care coss
decisions
MHMC 1 Execute DUAs with CMS to ensure availabiktjMedicare data \/ \/ ° ° Precedent security audits of data vendor by Provider participants in HIE
CMS
MHMC 2 Execute BAA with MEDHHS to ensure access taileCare data. DUA is \/
into SIM sub recipient contract betwdHMC and MEDHHS.
MHMC 3 lew ag with MHDO for r cial claims on an ‘/ ‘/ ‘/ Denial of access to claims data (highly unlikgly)
longoing basis
MHMC 4 Establish/execute necessary BAAs and DUA#$ irticipating commercial plans /
to access commercial claims data
MHMC 5 Execute new scope of work between MHMC anthdendor, HDMS / Delays in processing agreements Timely executidbildf contract
with DHHS
MHMC 6 Onboard additional staff to support data pang activities and cost of care \/ Ability to identify appropriate candidates to fi
activities positions; timely execution of state contract
MHMC 7 Update statewide commercial claims on an angajuarterly basis Timeliness of availability of datasets. MHDO Js.
\/ \/ ‘/ ‘/ ‘/ ‘/ ‘/ ‘/ ‘/ ‘/ ‘/ ‘/ ‘/ transitioning to a new data vendor, which cogild
delay processing. Compliance of commercial 3.6
claims submitters.
1 MHMC 8 Obtain initial Medicare claims data feed; FdiPectly to HDMS, implement an \/ Delay in execution of DUA with CMS. Delay i
QC Medicare data transmission of data from CMS. 1
MHMC 9 Obtain subsequent Medicare claims data féeedpdate database; FTP directly to / / / / Delay in execution of DUA with CMS. Delay i
HDMS, implement and QC Medicare data transmission of data from CMS. 1
MHMC 10 Update MaineCare data on a continuing bakita feeds will be received \/ ‘/ \/ ‘/ ‘/ ‘/ ‘/ ‘/ ‘/ \/ ‘/ \/ Delays in transmission of data from Molina t
monthly, but processing to occur on a quarterlysas HDMS 2,5
MHMC 11 Reconvene Healthcare Cost Workgroup and @oewnew Behavioral Healthcarg \/ Inability to schedule meetings during month of
Cost Workgroup - hold first meetings December
MHMC 12 Convene regular meetings of Healthcare @d¢stkgroups. Work to identify Ability to hold successful monthly meetings will
metrics to track cost of care, refining algoritheed in original grant proposal. VIV IVIVIVIVIV|IV|VI|VY hinge on participants' level of stamina for the
Must ensure that metrics chosen complement payreéor strategies and task and ther availability. Timely availability of 6.09.10.11
benefit design strategies developing in Maine'dtheae environment. claims data impacts ability to carry out work for Saane
these groups.
MHMC 13 Publication of Healthcare Cost Fact Book () ° v o v o v o v o v 12
MHMC 14 CEO i i .
Round&ables convened to inform business amdapleaders re: cost of ° ° v ° v ° v ° v ° v 12
in Maine, trends
Quarterly Accountability Target Increase in the number of i in CEO roaipiet 2 2 & 40 &
Planning Targets: | Year One TargetBuild claims | Year 2 Targets Year 3 Targets:
De and, that spans Medicare, |(1) Maintain access to broad-bagét) Maintain access to broad-baged
when feasible, MaineCare and commercial dataset. dataset.
of of Maine. This will |(2) Publish two updated editions|¢?) Issue two additional updates pf
ne ary legal I 900k |Fact Book. Fact book.
lives who are eligible to |(3) Convene 2 additional CEO  |(3) Convene two additional CEO
to gain access to  receive services from Maine's
claims datasets provider community. Providers |from 20 to 30 opinion leaders. |from 30 to 50 CEOs.
include all 39 Maine hospitals and
all other non-hospital providers i}
the state who contract with one pr
more commercial carriers,
Objective 1: Accountability Targets Medicare and/or MaineCare. (2|
Develop/refine appropriate metrics
and approach to measuring and
tracking cost of care over time. (B)
Publish initial edition of
Healthcare Cost Fact Book and
convene CEO Roundtable.
Objective 1: Annual Cost(Aligns with annual budget total's submitted witntract; $1,537,917.0) $1,367,203.0) $1,371,468.0)
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ME Health Management Coalition

|Ssecondary Driver| Subcommittee | Key Associat ID# Key Milestones Planning Year 1 Year 2 Year 3 Known Risks Dependency and Link to ID#
Objective gfj: Period 10/1/13-9/30/2014 10/1/14-9/30/15 10/1/15-9/30/16
PR _DSR_DI 10/1/2013 Q1] Q2] o3[ Q4] Q1] Q2] Q3] Q4] Qi Q2 Q3 o4

Data informed
policy, practice
and payment

v

Objective 2: Health information to influence marke forces and

inform policy: value based benefit dégn

Quarterly Accountability Target

MHMC 15 Onboard VBID staff person ‘/ ‘/ ‘/ Implementation contract with DHHS not

ianed timelv. mav delav hi

MHMC 16 Survey plans to document current or planaetility for payment based on qualfty \/ 1
performance and cost effectiveness.

MHMC 17 Identify and develop key elements of value basaigdebased on the work of the ACI| \/ 1,2
and Healthcare Cost Workgroups. Specify measurgaaifty performance and cost

giving special toratignt with those measures being usdd
by payers - including Medicare and MaineCare.

MHMC 18 Convene VBID and explore oppor patients’ out of pocket cogts 1,2
such as copays and deductibles with the valuervites provided, as well as \/ \/ \/ \/ \/
lopportunities identified by the Healthcare Cost Wpdkps and the ACI workgroup
focusing on patient incentives as well as provideentives. Learning from the
experiences of payers and provider communitiesate.d

MHMC 19 [Evaluate and test the operability of alternativeigies with regard to legal constraints 4
including confidentiality statues, the ability afapider systems to implement and alig VI iVIVIVIVIVIVIVI V|V
with features of desired designs and the abilitgafmers to implement such designs|
Adopt set of core measures

MHMC 20 Rank plans according to adopted VBID metrics; updat at least an annual basis ‘/ ‘/ ‘/ 4,5

MHMC 21 Publicly report VBID rankings, updating at leashaally ‘/ ‘/ ‘/ 6

MHMC 22 |Advance change across payers by working with theGrkgroup, engaging consum| 17
and employees around the issue of VBID and by enga@EO decision makers aroungd VIV IVIVIV|IV|IV|IV|V
the potential of this type of benefit design.

MHMC 22.1 |MHMC will introduce the NDPP at the ACI workgroupCl may serve as a venue for v ‘Although the MHMC will provide the CDC wif The CDC is responsible for conduct
NDPP pilot to showcase its work, educate purchasgarding the program, building an opportunity to recruit ACI employer of the NDPP pilot. If the pilot does
familiarity with the NDPP across a broad communiye aspect of this effort will be t participants into the NDPP pilot and althouglnot get off the ground, there will be
work with the purchasers in ACI to identify candielmeasures that may be used to the MHMC will work to encourage such no need for this discussion to occur at
gauge the relative impact/success of the introdaaif the NDPP in a pilot workplace. participation, there is the risk that no the ACI.

The MHMC will help the DCD recruit commercial plaponsors to participate in the participating employers will choose to enroll ifParticipation of the NDPP/CDC staff
ICDC's NDPP pilot. the initiative. The MHMC cannot in the i i
such i

MHMC 22.2 |MHMC will provide the already compiled methodoloagd results of State of Maine v
'TDES program evaluation.

MHMC 22.3 |Using data and i by the Maib€E the outcomes or [The NDPP pilot effort may fail to collect data and |Successful conduct of the NDPP pilotin a
performance of the NDPP in the pilot worksites, MI8MC will work with ACI information germane to the measures of success |timely manner, including collection of
participants to help identify possible alternatestainable payment models for the important to purchasers and payers participatiripér|valid, reliable outcomes measures.
National Diabetes Prevention Program (NDPP) progiis work will be informed by ACI. Alternatively, outcomes may not be persuasiy

enough to encourage widespread adoption of the
the relative success of the pilot project - as redrgainst performance measures an ° ° ° ° ° ° ° ° / ‘/ / program in the workplace. The short time frame inifh
anticipated outcomes. which the grant occurs may not provide sufficiémet
to collect such convincing evidence. This will
compromise the likelihood that participants will
endorse or adopt any recommended funding strateigies

MHMC 22.4 [MHMC will introduce the NDPP to the VBID workgroum an effort to recommend v
elements of value based insurance design thateasé to reinforce the tenets of th
NDPP.

MHMC 22.5 [The Maine Health Management Coalition will introéu@DC's Community Health v [The CHW pilot is a project of the Maine CDC. As |The CDC is responsible for conduct of the
Worker (CHW) pilots to ACI steering committee, as hasl seek input on the pilots frofn such, the CDC is wholly responsible for the pilot {CHWY pilot. If the pilot does not get off the
the Payment Reform Subcommittee, to inform and atiuthese participants on the g;‘é';‘il“”#z %‘s‘g“i’s‘:IZO""::‘S;Z?EI‘Z"‘:r“c‘zl"""!“‘r g";’c“u“;’s‘i;:ifgz'gu‘:';"““hge:c"I'O’ this
CHW initiative being conducted by the Maine CDC. Tilet is slated to begin in the valid, re)\/\able data regarding |r?e outcomes nf;m. Participation by the CHW/CDC staff in
spring of 2014. If the CHW pilot proves success@) participants will explore Purchasers, payers and providers will need to be  [these work sessions.
strategies to develop and implement sustainabldifighmechanisms to support this provided good outcomes data in order to move thel
service on an on-going basis. Due to the timinthefpilot and the need to allow it to rin ssue of sustainable funding forward in these MHME
for some substantial period of time in order toveritself, this discussion will not occu workgroups. The risk of not having such data withi
before the latter half of Year Three of the praject the short timeframe of the SIM grant appears to be|

relatively high.
0 0 0 |10000( O 0 0 | 30000
t number of covered lives enrolled in plans that ipogate value based design

Objective 2 Accountability Targets:

Planning Period

Year 1 Targets:

Year 2 Targets(1) Refined

Target

(1) Adoption of core set of
metrics against which plan
designs may be benchmarked
(2) Publication of initial

rankings of benefit designs

metrics, as appropriate, base
trends and on market experief
1(2) increase in number of
covered lives enrolled in plang
incorporating narrowly
constructed VBID , to include
alignment of copays/deductiblg
utilization of high value
providers as determined by
MHMC Get Better Maine
rankings or ACI metrics, and y
of shared decision making of g
preference sensitive services.
Enrollment in plans with such
designs will grow from 0 to 10l
in Year 1.

Year 3 Targets:

(1) Refined metrics, as
nappropriate, based on trends
on market experience

(2) increase in number of
covered lives enrolled in plang
incorporating VBID from 10Kk t
$30K.

Objective 2: Annual Cos

$351,107.0|

$555,130.0!

$380,333.0p
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Secondary Driver| - Subcommittee | Key Associat ID# Key Milestones Planning Year 1 Year 2 Year 3 Known Risks Dependency and Link to ID#
e || dERR Period 10/1/13-9/30/2014 10/1/14-9/30/15 10/1/15-9/30/16
Section 11112 /2011
PR _DSR_DI 10/1/2013 Q1] 2] o3[ oa] oi] Q2] Q3] o4 o1 Q2 o3 o4
Data informed
policy, practice \/ \/ Objective 3: Health information to influence market forces and inform policy: Identify common metricsacross payers for public reporting and alignment ith payment through the work of the PTE Workgroups
and payment
MHMC 23 Data Collection/EvaluatiorPractice Clinical and Office System Evaluation Data v Providers fail to submit data
Physician, Practice Data - aggregation of datanavider ratings for clinical recognitior). \/ ‘/ \/ ‘/ ‘/ ‘/ ‘/ ‘/ ‘/ ‘/ ‘/ ‘/
5 Providers submit data to NCQA or BTE for selectegtrios, or submit data directly to
B MHMCF
i
m MHMC 24 MHMCF downloads recognitions, or data for recogmig, from v Providers fail to submit data 1
E -- Bridges to Excellence (RDE file) \/ ‘/ \/ ‘/ ‘/ ‘/ ‘/ ‘/ ‘/ ‘/ ‘/ ‘/
.. -- CMS (meaningful use)
; -- IMPACT (pediatitec immunization)
o - Practices (pediatric asthma data)
o MHMC 25 Update Provider Database on a real time basisedf#HMC provider hierarchy. This v
g includes tracking providers, their site(s) of piegtspecialty, health plan affiliation(s), / ‘/ / ‘/ ‘/ ‘/ ‘/ ‘/ ‘/ ‘/ ‘/ ‘/
12 ACO affiliation, and so on.
7]
MHMC 26 Publically Report Physician Practice Ratings - R&épg across practices v ° ° ‘/ ° ° ° ‘/ ° ° ° ‘/ 2
MHMC 27 PTE Physicians group to identify core metrics fé@\recognition ‘/
~
% [MAMC 28" |[Testing of identified metrics for feasibilty v | v PTE Workgroup fails to reach consensug re:
2 metrics/reporting or Board fails to approye
5
o
_g MHMC 29 PTE adoption of APC metrics including value assignmboard approval ° ° ‘/
2 = =
a MHMC 30 Publication of APC metrics / 7
MHMC 31 Updating of published metrics ‘/ ‘/ ‘/ ‘/ Updated data is not submitted timely 8
MHMC 32 Data Collection/EvaluatiorHospitals and Systems aggregation of data re: hospital gnd v Providers fail to submit data
System ratings/recognition program. Obtain daté@mspital evaluations from: -- CM: \/ ‘/ \/ ‘/ ‘/ ‘/ ‘/ ‘/ ‘/ ‘/ ‘/ ‘/
2 (appropriate care, patient experience)
I -- Onpoint ( Medication Safety)
g -- Leapfrog (patient safety, early deliverables)
% -- MHDO (Care transitions, falls with injury)
2 MHMC 33 Compute, assignment of ratings, hospital revieweguance review and update website - v PTE Workgroup fails to reach consensusre: 11
3 public reporting . o vi|e . ° vi|e . o v metrics/reporting or Board fails to approve
MHMC 34  [Publically Report Hospital Ratings - Reporting @srtiospitals v ° ° v ° ° ° v ° ° ° v 12
MHMC 35  [ACI Workgroup Meetings v ViviIivivivIivIivIivIivVvIiVI VIV Group operates by consensus; may decide to
meet every other month
s MHMC 36  |Define and adopt ACO on of the group; vet v ° ° ° Group fails to reach consensus on core
= reporting metrics up through PTE Systems to MHM@iigo metrics for public benchmarking
% MHMC 37 Identify performance targets and measure performagainst targets Group fails to reach consensus on core g This work depends on the data
o ‘/ o o metrics for public benchmarking management tasks outlined under
& binatin 1 ok,
54 MHMC 38  [Assess any change in readmission rates; care maeagef high cost/high utilizing This work depends on the data
!;7; patients; e-visits; and pharmacy management. Ceratidn of findings of the Healthcafe / / ‘/ ‘/ ‘/ / ‘/ ‘/ ‘/ management tasks outlined under
= ::Aost Workgroups (including BH cost group) and ingiens for ACO arrangements i Objective 1 above
o aine.
©
§ MHMC 39 Identify additional metrics to be used for learnargl contracting purposes, as opposed ‘/ ‘/ ‘/ / Group fails to reach consensus on set of
lo to public reporting and benchmarking.; these metmay be used to inform and measpire metrics to be used for learning collaboratjve
7 risk contracting arrangements with regard to bathlity and cost. Track metrics over purposes
time.
MHMC 40 Document progress toward alignment and practice-based 14-18
initiatives through biannual reports vetted throtigia ACI Workgroup. / / / / /
MHMC 41 Outreach to persons in new PTE BH v
‘Workgroup
= MHMC 42 Identify health clinical looard BH PTE staff /
o
= MHMC 43 [Convene PTE BH At initial meeting to PTE process, A critical mass of interested parties fails {o 20,21
g establish ground rules that will guide the workiuf group. \/ ‘/ \/ ‘/ ‘/ ‘/ ‘/ ‘/ be i i
x MHMC 44 of Viable -didate proposed by \/ ‘/ Group fails to reach consensus 22
g Committee members, staff
E MHMC 45  |Candidate measures assessed against specifioatiew criteria (importance, scientifi v Identified metrics prove inappropriate dut 22
8 ility, usability, feasibility, addresseggin performance) lack of availability of valid data
&
o MHMC 46 Clinical review of that review criteria 22
. v |v
E MHMC 47 Surviving to PTE C (identify / ‘/ Identified metrics prove inappropriate du 24,25
g points for assi of lack of availability of valid data
a MHMC 48 Surviving candidate measures adopted by PTE BH grotkp and Board for review; ‘/ Full group/board fail to adopt 26
a ensures purchaser buy in
MHMC 49  [Approved metrics incorporated into rankings andiishid N4 26
MHMC 50  [Update measures/rankings as appropriate v v Data must be received from payers in tinjely 28
manner
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<
; o |MHMC 51 MHMCF obtains survey data from CMS-CG-CAHPS rerrallepatient experience of / Data must be received from vendors in a|
£ S care; data analyzed by Onpoint timely manner
%3 MHMC 52 (CG-CAHPS data it into existing / Data must be received from vendors in a| 30
x 3 timely manner
o _é MHMC 53 Develop methods for updating CG-CAHPs for practaésrnative the annual cycle of / Data set must contain valid observations|to 31
eg updates. allow reporting
2 [MHMCS54 Develop reporting processes for CG-CAHPs ‘/ Data set must contain valid observations|to 32
8z allow reporting
| % |MHMC 55 Develop plan to continue CG-CAHPS survey past itise fear. ‘/ Viability of plan will need to consider
se available resources; no budget for this
@ activity. Continued MQF funding required.
MHMC91 Obtain initial clinical data feed; FTP directly HDMS, implement and QC clinical dat: \/
- [MAMC82 ™ [Cnical data first included in production Gata andlable for reporting. v
g MHMC93 Measure development, testing, and implementatiotgusinically enhanced claims data. ‘/ \/
g
S
£ |MHMCo4 Submit application to HIN to request access toctimical data. /
_OD MHMC95 Application approval and execution of any necesEdps. \/
S
@ [MHMC96  |Enhance reports to include measures derived framcaly enhanced claims data. v
MHMC97 Update clinical data on a continuing basis; dagal$ewill be received monthly, but
processing to occur on a quarterly basis. VIiVIVIvV|V|VY
MHMC98 Participate in MaineCare C ity nueament
discussions vV
MHMC99 Replicate AC member attribution using the methogylispecified by the Department's| / Consultant fails to complete work on MC5
consultant (Deloitte) and approved by the Departm@ie Department's consultant methodology; errors or needed changes are
(Deloitte) will work with the contractor in i ing the the identified during replication process
develops, resolving any issues with the methodol@yg Contractor will not carry out
MHMC100 Replicate AC benchmark PMPMs using the methodotgmcified by the Department \/ Consultant fails to complete work on MC5
consultant (Deloitte) and approved by the Departnilime Department's consultant methodology; errors or needed changes are
@
@ (Deloitte) will work with the contractor in the the identified during replication process
% develops, resolving any issues with the methodol@g Contractor will not carry out
= the calculation of PMPM benchmarks until the Depnt's consultant and the
£ MHMC101 Provide monthly utilization reports for ACs Consultants fail to complete work on The timeline for this activity is
z VI IVIVIVIVIVIV|IVIV methodology; data required for calculations rjdependent upon the actual launch
a available; CMS fails to approve the DHHS Statate by the Department of the AC
% Plan no providers
@ - - - i
4] MHMC102  [Provide quarterly quality, attribution, and TCOQoets for ACs Consultants fail to complete work on The timeline for this activity is
2 VIV IVIVIV|IV|VIV|V methodology; data required for calculations idependent upon the actual launch
5 available; CMS fails to approve the DHHS Statate by the Department of the AC
E Plan no providers partici itiati
8 MHMC103 Measure and report final Year 1 Accountable Commywstorecard and final savings gr ‘/ Consultants fail to complete work on The timeline for this activity is
© recoupment payments for each participant in theaegent's Accountable Communiti methodology, data required for calculations idependent upon the actual launch
% initiative using the specified by 's consultant (Deloitte) and available; CMS fails to approve the DHHS Statate by the Department of the AC
€ pp by the Di . Detailed bt Plan no providers
> it anndad il b " " " "
8 MHMC104  [Conduct AC member attribution based on consultathotology for Year Two of the / ‘/ Consultant fails to complete work on MHMC99
2 initiative methodology
< MHMC105 Calculate AC benchmark PMPMs based on consultatitodelogy for Year Two of thg \/ ‘/ Consultant fails to complete work on MHMC100
2 initiative methodology
';E: MHMC106  |Provide monthly utilization reports for HHs ‘/ \/ ‘/ ‘/ ‘/ \/ \/ ‘/ \/ Data required to run reports is not available
2
© .
MHMC107 Provide monthly utilization reports for BHHs Data required to run reports is not available; | Actual timing of this activity is
= VIV IVIVIV|IV|V|IV|V CMS fails to approve DHHS' State Plan | dependent upon the Department's
o Amendment; no providers enroll in BHH ability to launch the BHH initiative.
initiative MC20
MHMC108  [Provide quarterly quality reports for HHs ‘/ / ‘/ / ‘/ ‘/ ‘/ ‘/ ‘/ Data required to run reports is not available
MHMC109  [Provide quarterly quality reports for BHHs Data required to run reports is not available; |Actual timing of this activity is
VIV VI IVIVIY|YV|V|Y [Gshbe approve DHHS' State Plan  |dependent upon the Department's
Amendment; no providers enrollin BHH  [ability to launch the BHH initiative.
initiative MC20
17 20 25 30 | 355 40 45 50| 61
Quarterly Accountability Target percent of Maine residents covered by alternatignent arrangements

Planning Period

Go Live Target: Group will comgYear 2 Targets Learning

Objective 3: Accountability Targets

Target. Convene
IACI group and
discuss relationship|
of ACI Workgroup tq
SIM project, SIM
governance
subcommittee and
PTE Systems. Set
ground rules that wi
guide the consensul
process the group
will work with.

of

into Testing Phase ready to worlcollaborative tracking metrics
having established ground rules|identified not only for public
Identified candidates for PTE BHreporting, but a separate set of
\workgroup.Year 1 Target metrics identified for use in
Identification of core metrics for |learning.Number of Maine
reporting, vetted and approved covered by an

Year 3 Targets: Percent of Maing
residents covered by alternative
payment arrangements grows to
789,936 or 61%This puts on a
trajectory to reach 80% coverage al
the end of 5 years from start of tgsf

through PTE and Board. grows to

. All metrics updated as

initial benchmarked rankings. |almost 462k, or 35.5% of

Percent of Maine residents covelpopulation. Finalization of metric:
by alternative payment
arrangement grows to 219,982 pAll metrics updated as approprial
17%
of core metric set for

parties
who wish to
participate in new
PTE BH Workgroup|

Health and
quality). Identification of core
metrics for Adv Primary Care
Recognition

for BH; publish first set of metricg.

Objective 3: Annual Cost(Aligns with annual budget total's submitted witintract]

$ 25,084.0f

s 1,224,396.00 $ 1,071,942.

0 $ 1,031,855.0f
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to manage care,
plan provider and

Objective 4: Provide Primary Care providers acces$o claim:

s data for their patient panels (portals)

|secondary Driver| Subcommittee | Key Associat ID# Key Milestones Planning Year 1 Year 2 Year 3 Known Risks Dependency and Link to ID#
eaEsw | d DF?Rj ‘ Period 10/1/13-9/30/2014 10/1/14-9/30/15 10/1/15-9/30/16
PR DSR DI 10/1/2013 Q1 | Q2 | Q3 | Q4 Q1| Q2| Q3| Q4 Q1| Q2| Q3| Q4
Health Informatior| V]

patient-level
intervention
MHMC 56 |Identify primary care practices desiringicia portals. Prioritize implementatior) v Practices fail to sign up for portal access
roll out with those practices participating in AG@angements having highest
priority.
MHMC 57 |Refine mechanics of portal v
MHMC 58 |Data analysis required to produce practégorts v v v v v v v v v v v~ |Data must be received from payers in tinjely 12
manner i
MHMC 59 |Roll out portal starting with highest priyripractices v v v v v v v v v v v 3
| Quarterly Accountability Target # of practices that have adopted claims portals 30 40 50 52 54 56 60 62 64 66 7.

Objective 4: Accountability Targets

Planning Period

Year 1 Target: Complete

Year 2 Targets

Target
Build out portal

design of portal and required

and

Deliver portal functionality to af
analytics; data for MaineCare|requesting provi i

Year 3 Targets

Jesting

Deliver portal functionality to af

populations will first be

due to challenges associated
with the fundamental
differences between the
populations and the different

Adoption by providers is
voluntary, but it is estimated

portals in the first year.

segregated with separate acdestuntary

risk profiles of the populations.

that 50 practices will adopt the

uptake: est. 20%,
bearing in mind that adoption

additional uptake: est. 20%,
{bearing in mind that adoption
voluntary

Objective 4: Annual Cost(Aligns with annual budget total's submitted witintact;

$409,007.0! $337,600.p0 $338,713.00
[secondary Driver| ~Subcommittee | Key Associat ID# Key Milestones Planning Year 1 Year 2 Year 3 Known Risks Dependency and Link to ID#
[elyeEi g:c;*g Period 10/1/13-9/30/2014 10/1/14-9/30/15 10/1/15-9/30/16
PR _DSR_ DI 10/1/2013 Q1] Q2] Q3] Q4 01 Q2] Q3] o4 Qi Q2 Q3 o4
Health Information to v
manage care, plan - . . . .
provider and patient- Objective 5: Provide practice reports reflecting pactice performance on outcomes measures
level interventions
MHMC 60 |Extend offer of provider specific reports sk adjusted cost and use metrics for v Practices decide not to sign up to receive
benchmarking against peers by service categoryglamidal condition to all practice reports
d PCPs
MHMC 61 |Data analysis required for new practice ré&po v v v v v v v v v v v 1
MHMC 62 |Roll out practice reports v v v v v v 2
MHMC 63 |Outreach to practices (working in conjunatigith Quality Counts) to assist v v v v v v v v v v v
practices in gaining proficiency in reading and enstanding reports and how t 3
use the information they contain
- 15 20 25 27 29 32 35 40| 44 47 5
Quarterly Accountability Target percent of Primary Care Practices receiving reports

Objective 5 Accountability Targets:

Planning Period

Go Live Target: Year 1

Year 2 Target

Target
Continue

Target: Produce practice
reports for all primary care

1 of

currently enrolled
practices

practice reports fofinterest in receiving them.

their

While we will be able to
produce reports for any primaj
care practice that serve a
critical mass of patients,
practices themselves must m;
the decision to actively reque:
review and use the reports.
PCMH practices represent
approximately 25% of primar
care practices; all receive the
reports. We estimated 10% of
non-PCMH practices will
choose to receive reports in
'Year One. Each new practice|
will receive an outreach visit.

Produce practice reports for al
primary care practices indicati
their interest in receiving them
We estimate that there will be|
an incremental increase of 104
fiy take up of reports in Year
Two. Each new practice will
receive an outreach visit.

Year 3 Target
Produce practice reports for al
Mrimary care practices indicati

Estimated new uptake is 15%
¥bringing "coverage" with
practice reports to approx. 50
of PC practices. Each new
practice will receive an outrea
visit.

their interest in receiving then.

g

Objective 5: Annual Cos

$457,385.0

$406,718.

0 $408,061.
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Secondary Driver| Subcommittee | Key Associat ID# Key Milestones Planning Period Year 1 Year 2 Year 3 Known Risks Dependency and Link to ID#
[ | S 7IUL3-9I3013 | 10/1/13-0/30/2014 10/1/14-9/30/15 10/1/15-9/30/16
PR_DSR_DI 10/1/2013 Q1] Q2] @3] 04| 1] Q2] 3] o4 01 o2 o3 o4
Health information ‘/ I - " :
for consumers Objective 6: Consumer engagement and education reging payment and system delivery reform
MHMC 64 Develop and implement media campaign arduemkfits of value based insurarce v v v v v v v v
design as well as broader topic of payment reform
MHMC 65 Develop a VBID curriculum eligible for continuinge credits for brokers and H v
specialists
MHMC 66 Provide free training for advocates, AAA &brs, navigators, free care providers, v v v v v v v v v v
brokers and HR specialists regarding benefits olDv&nd other forms of
payment reform
MHMC 67 Develop a video for payers and purchaserslting MaineCare) to use that v
explains how VBID plans work.
MHMC 68 Provide training for payers' staff membéviineCare employees regarding v v v v
characteristics and merits of VBID and other fomhpayment reform
MHMC 69 Develop and make available a VBID impleméiotatool kit v
MHMC 70 Provide CME credits and curriculum aroundI®Bor providers v v v v v v v
i 5
Quarterly Accountability Targgt number people who received payment reform education 100 | 200 250| 300 350 4o 45 500 590 600
Planning Period (Go Live Target: Year 2 Targets Continue Year 3 Targets: Continued
Target Year 1 Target Educate and outreach effor and education; reacl
. . - brokers, patient advocates, HRReaching for all major payer (an additional 200 providers and
Objective 6: Accountability Targets Specialists, union leaders on |organizations and MaineCare |individuals
merits of VBID. Outreach to |Reach an additional 200
200 people. individuals.
Objective 6: Annual Cost(Aligns with annual budget total's submitted witingract; $102,734.0 $94,271.00 $94,484/00
[Secondary Driver| Subcommittee | Key Associat ID# Key Milestones Planning Year 1 Year 2 Year 3 Known Risks Dependency and Link to ID#
S || dERR Period 10/1/13-9/30/2014 10/1/14-9/30/15 10/1/15-9/30/16
PR_DSR_DI 10/1/2013 Q1] Q2] @3] 04| 1] Q2] 3] o4 01 o2 Q3 o4
Data informed policy,
practice and payment]
decisions/Aligned
Payment M“?;':/m:‘n‘ v Objective 7: Ensure effective management of SIM Pagent Reform Subcommittee to promote sustainabilityf reform developed through SIM

Building and Support

AT MHMC 71 |ldentify and finalize Subcommittee membership ‘/
MHMC 72 |Convene Subcommittee v
MHMC 73 |Ensure participation and process according to &skednl protocols ‘/ \/ ‘/ ‘/ ‘/ ‘/ ‘/ ‘/ ‘/ ‘/ ‘/
MHMC74  |Develop a SIM communications Plan ‘/
MHMC?75  |Create and Maintain Listserv for general SIM cqoagience v v | v v v v v v | v v | v
MHMC76 Develop web portal for centralized commt ‘/
MHMC?77  |Schedule/ host bi-annual webinars N v v v v
MHMC78  [REMOVED
MHMC79  [REMOVED
MHMC80 Develop and implement website enhancements ‘/
MHMC81 Update and maintain SIM website ‘/ / ‘/ / ‘/ / ‘/ / ‘/ / ‘/
MHMC82 Develop/implement public information/relation stgy \/
MHMC83 Create branding materials (slide decks, logos, rijtgms)
MHMCB84  |Create SIM Overview flier v
MHMCB85 |Create and disseminate SIM Fact sheet specifit@lithe legislature /
MHMCB86 |Create and disseminate SIM Fact sheet specifitmilgmployers N
MHMC87 |Create and disseminate SIM Fact sheet specififaiigonsumers ‘/
MHMC88 |Create and disseminate SIM Fact sheet specifitaligroviders ‘/
MHMC89  |Craft and disseminate media pitches, focused ondgitd and results ‘/ / / / /

Planning Period

Go Live Targetidentify

Year 2 Targets

Objective 7 Accountability Targets:

Target establish
infrastructure,
membership for
Payment Reform
Subcommittee

membership for Payment
Reform Subcommittee Year 1
Target Provide support for
Subcommittee in manner tha
supports active participation
membership

Provide support for
'Subcommittee in manner that
supports active participation of
membership

f

Year 3 Targets:

Provide support for
'Subcommittee in manner that
'supports active participation of
membership

Objective 7: Annual Cost

$ 4.8

0 $ 4.8

0 3 4,80

Commitments from HIN/MHMC during Plan Synchronizati « Insuring a synergistic and integrative apphot the work of PTE- BH and the HIN BH RFP Quatitork.
« Clearly outlining and communicating the processef collaboration between HIN, health care pronle(Covered Entity(is)) and MHMC in integratinfinical and administrative claims data for a polssitroof of concept.
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Legend

Codes Definition

v Original entry in the SST
Additional Ongoing work that wasn't originally

() scheduled. Work towards semi-annual and annual
milestones is reflected with this.

u Delayed or rescheduled start to task. Delay wag
caused by factors out of the control of the partrer

‘ Early start to task. Started work on task ahead pf
original scheduled time.




